Introduction
The National Health Service was set up in 1948 to achieve, among other objectives, equity in the distribution and the use of resources. ' Not surprisingly, therefore, many publications over the past decades have dealt with the theme of equity in its two main dimensions: equity in terms of initial access to the health care system and equity in terms of the quality and quantity of care received once access has been achieved. 2-" This paper deals with equity in terms of access to primary care. It is based on a new analysis of the 1974 data collected by the General Household Survey'2: a rolling annual sample survey of the population of Britain carried out by the Office of Population Censuses and Surveys. This has several unique advantages. Firstly, it is very large: over 14 000 households are sampled every year, thus allowing fine-mesh analysis of subgroups in the population. Secondly, it is extremely rich in socioeconomic information about the population covered, unlike surveys of morbidity in general practice.'3 Thirdly, it asks questions both about self-perceived morbidity and about use of the health service. It is therefore the only source of data that allows a ratio to be calculated for the relation between "need"-that is self-reported morbidity-and use by different socioeconomic groups in the population. Several studies have already drawn on the General Household Survey data and have concluded that the NHS has failed to achieve equity in primary care6-9 11 12 in that the lower socioeconomic groups appear to make less use of services for any given amount of morbidity than the higher ones. Unfortunately, these conclusions were based only on tabulations available at that time. None of these provided information about use related to self-reported morbidity. Researchers relied on drawing inferences from tables dealing with what are not necessarily identical populations-that is, those reporting morbidity and those reporting use. This seems to risk falling into the ecological fallacy: a conclusion supported by the 1977 General Household Survey report14 which contradicted the previous research and showed that, for chronic ill-health, the lower socioeconomic groups were making greater use of general practitioner services than the higher socioeconomic groups. This paper is therefore based on a reanalysis of the raw General Household Survey data. We examine the use of primary care by four health groups: those who report no morbidity, those who report acute sickness, those who report chronic sickness without any limiting effects on activity, and those who report chronic sickness with limiting effects on activity. Thus in contrast to previous studies based on General Household Survey data, we are able to standardise for "need" before examining patterns of access.
Methods
The analysis on which we report is part of a larger exercise designed to identify factors affecting the use of health services on the basis of the General Household Survey data. In this paper we are using 1974 data: the most recent year available to us when our work began.
For the purposes of this analysis, we excluded those households where the answers to the questionnaire about one or more individuals within it (apart from children) could be obtained only through a "proxy." The disadvantage of doing so was that we lost some bedridden elderly people, among others. The advantage was that, in our view, the information is more reliable, since eliciting answers to questions through proxies must raise doubts about validity. Altogether, we excluded 3500 so giving us a total population for analysis of 27 154. There are, however, no significant differences in the proportions in the various demographic and socioeconomic categories when our population is compared with that of the General Household Survey, as given in the published report. In the 1974 survey Scotland was over-sampled, and although the published report adjusts for this, we have not done so.
The numbers in our tables vary slightly because not all the relevant information is available for all the individuals in the survey population. For example, the information required to assign individuals to specific socioeconomic groupings is not always available.
In defining the analytical categories used, we follow the conventions adopted by the annual General Household Survey reports.
Health service users
Health service users were identified by the answers to question 3 in the health schedule of the General Household Survey: "During the two weeks ending last Sunday, apart from visits to a hospital, did you talk to a doctor for any reason at all ?" The exclusion, in this question, of hospital contact means that we are identifying users of primary health care only. The population was then dichotomised into "users" and "non-users." Given that our aim is to analyse access to health care, not frequency of contact, we did not distinguish between one-time and multiple users within the reference period. The former represent 82% of all users.
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Socioeconomic groups
Our classification follows that in the General Household Survey reports.'5 We have also followed the usual convention of classifying women according to their husband's socioeconomic group, and children according to their father's (except in the case of women on their own). We have considerable reservations about this: insofar as health behaviour might be expected to be influenced by socioeconomic factors, it would seem at the very least plausible to assume that the woman's own socioeconomic group would be more relevant (both for herself and her children) than that of her husband. But we have followed the convention to make our results comparable with published General Household Survey data. Similarly, we have followed convention in using socioeconomic grouping as our tool for measuring equity-that is, we have adopted the general assumption that socioeconomic grouping accurately measures the distribution of resources (financial and other) in the population. Again, there are reasons for scepticism since there are considerable variations within each socioeconomic group, but we once more decided to follow convention to permit comparison with existing publications.
In carrying out the analysis we have concentrated on trying to maximise the size of the groups being examined. This is why, for example, we have put all the over-65s into one group-although it would be interesting to look at the behaviour of the over-75s separately. Even so, as may be seen from the tables, some of the numbers in the cells are perilously small for purposes of statistical analysis, despite the size of the initial population. When testing the significance of specific groups deviating from the average, the binomial approximation to the normal distribution was used.
Analysis of results
Predictably, by far the biggest group in our population of 27 154 are those who reported no sickness of any kind during the previous fortnight. This can be seen from table I which sets out the composition of our population in terms of the four health groups, and shows the percentage of users in each group. Equally predictably, it is this non- Having presented the total picture, our analysis next turns to dealing with the characteristics of the users in each of the four health groups. In doing so we concentrate on two characteristics: age and socioeconomic status. The rationale for choosing these two factors as our analytical categories is that the published tables in the General House-hold Survey show that use is strongly related to age, and that the over65s in particular tend to be heavy users, while looking at use by socioeconomic groups provides a way of examining the issue of equity that provides the starting point for this paper: if the NHS has indeed achieved equity in access to primary health care then there should be no difference in access rates by socioeconomic groups once morbidity has been standardised. Another factor known to be associated with the use of health services is marital status.17 But we have not included this as a factor since analysis showed that the numbers for each of our four health categories, particularly for the divorced and separated, were too small to allow statistically significant interpretations to be drawn.
Starting with the not-sick health group, table II presents access rates by age. The male group shows a U-shaped pattern, with access rates being significantly above average for the under-4s and the over65s: the high figure of 8-6% for the under-4s possibly reflecting such factors as immunisation. In the female group, the pattern is less neat: although access rates for both age extremes are above average, they are not significantly so, and are higher still at 10-5% for women aged between 16 and 40: this presumably reflects such factors as family planning and pregnancy. previous fortnight, table IV shows that, overall, half those in this health category contacted a doctor. Unsurprisingly, those with the highest access rates are children under 5. In the male group none of the differences between the other age groups show significant deviations from the average. But women between 40 and 65 make considerably lower demands on primary care than men in the same age range-perhaps because, since fewer of them are in employment, there is less need to obtain sickness absence certificates. In this health category there is no evidence of access to primary care being biased towards the higher socioeconomic groups-in the case of men at any rate. On the contrary, as table V shows, the access rates of men increase as social class declines. While the access rate for men in socioeconomic group 1 is 40 9%, the equivalent figure for those in group 6 is 71-0%-a statistically significant and striking finding in view of the prevailing view in other publications. Again, a partial explanation may be the need for sickness absence certificates. The picture for women is more confused, and there is no class-related trend. None of the variations, either for men or women, is fully explained by the age composition of the relevant group. This seems an -than the men in semi-skilled manual and unskilled manual worker families in groups 5 and 6. The access rate for the latter two groups is 5-3% and 5-4% respectively. These differences are not statistically significant. For women, however, there appears to be no social class effect whatsoever, and there are no significant differences. Comparing actual access rates to predicted access rates, we find that none of the variations can be explained by the age composition of the socioeconomic groups.
Turning to the acutely sick-that is, those who reported an interruption to their daily routine because of illness or injury in the important factor in the case of women in groups 1 and 4, where the predicted access rate-that is, extrapolating from age compositionwould indeed suggest an above average access rate, as turns out to be the case. But for women in group 2, there is a sharp divergence between predicted and actual rates.
Next, table VI presents access rates by age among those who report chronic sickness without restrictions on their activity. Once again, access rates are highest among the under-5s-particularly so in the female group, which has higher access rates in four out of the five age groups. Surprisingly, but not significantly, the over-65s are below average in their access rates for any given amount of self-reported morbidity.
The pattern of access rates by socioeconomic group among men in this health category is, as may be seen from table VII, less clear cut than in the case of the acutely sick. But there is certainly no consistent evidence of a bias towards the upper classes. On the contrary, it is groups 4, 5, and 6 that show the highest access rates. In the case of women those in group 1 have the highest access rates-but the exceptionally small numbers concemed indicate the need for scepticism. Otherwise, it is once more groups 4, 5, and 6 that show the highest access rates. None of these differences, however, is statistically significant. Once more, none of the variations is fully explained by the age compositions of the relevant group-although the high predicted rate for women in group 1 would seem to account for at least a proportion of the high actual rate found. Tuming, finally, to the chronically sick with restrictions on their activity, table VIII shows that the age-related patterns of access are rather different from those of the other health groups. In the male group, particularly, there are no significant variations as between the different age groups. And for both groups, access rates by the under5s are much closer to the average than in any of the other health categories (although the numbers in this group are tiny, so that caution is indicated).
But a familiar picture emerges when the access rates by the different socioeconomic groups are examined. No consistent class bias emerges (table IX) . Among men, those in group 5 have the highest access rate-while those in group 1 haye the lowest, though this is not significant. Among women there are no significant differences. was some evidence that the lower socioeconomic groups have higher access rates than their proportion of self-reported morbidity would lead one to expect-a conclusion that holds strongly for men but more tenuously for women. In other words they do better than a strict construction of the equity principle (equal access for equal amounts of morbidity) would require. Our analysis also shows, why the reverse conclusion has been wrongly drawn in other publications on the basis of the published General Household Survey tables. The only health category where, as we have seen, there is some evidence of a class bias is that of the "not sick." This is by far the largest group, so that the numbers concerned inevitably distort any conclusions based on an aggregate analysis. The fact that it is men in socioeconomic group 1 who have the highest access rates in this health category raises some intriguing questions: it would tend to confirm the view that those in the higher socieconomic groups make a qualitatively different use of health services from the rest of the population, perhaps making more preventive use of primary care.
These conclusions must be qualified in one respect. There are problems about using self-reported morbidity as a proxy for "need"-a contested notion in any case. ' Some American books on infertility recommend the use of diethylstilboestrol to improve the poor quality of cervical mucus. Is this so, and what is the rationale ?
The physical properties of cervical mucus vary throughout the normal cycle. It becomes profuse, clear, and runny especially about the time of ovulation. Such mucus, whose cause is the rising oestrogen secretion of the first half of the cycle, is particularly receptive to spermatozoa. This can be shown in postcoital tests or on a microscope slide with an interface between mucus and semen. Under the influence of progesterone in the second half of the cycle the mucus becomes tacky and less receptive to sperm. Another test of the effect of oestrogen on cervical mucus is that of ferning. Mucus is mixed with physiological saline on a slide and is then allowed to dry. Crystals looking like ferns are easy to see when the mucus is obtained in the first half of the cycle, and they cannot be found in mucus under the influence of progesterone. Some gynaecologists describe a "weak" ferning pattern, which may suggest a relative lack of oestrogen that might be remedied by giving some preparation of oestrogen (not necessarily stilboestrol) in the first half of the cycle. This might improve the "quality" of the mucus and allow easier penetration by spermatozoa. The evidence for the value of this treatment is not strong, yet it is probably harmless and gives both patient and doctor some hopes of success. If pregnancy ensues it probably does not matter how the hormone has worked if, indeed, it has had any effect at all. To be as scientifically rigorous as possible the treatment should not be started until postcoital and ferning tests have been done, and at the least the treatment ought to be checked by repeating them to see if there has been improvement in quality.
